INTRODUCTION
Cavernous sinus thrombophlebitis (CST) is a rare but potentially lethal condition associated with significant morbidity and mortality. The mortality and morbidity associated with CST has remarkably decreased after improvement in antibiotic treatment, but it is still a lethal disease without prompt assessment and treatment. The presence of extensive valveless communication among veins of the orbit, face, and neck, render the cavernous sinuses (CSs) vulnerable to infection. The most common primary trigger of CST is paranasal sinusitis, whereas odontogenic or otogenic infections are the less common causes (1) . Bidirectional and bilateral spread of a CS infection is usual (2) , and this may extend into nearby structures. We report two cases of fulminant superior ophthalmic vein (SOV) and CS infections showing intracranial extension. Cavernous sinus thrombophlebitis (CST) is a rare and life-threatening disease without prompt diagnosis and treatment. Two cases of fulminant superior ophthalmic vein (SOV) and CST caused by maxillary periodontitis and sphenoid sinusitis are described. A 65-year-old woman presented with right proptosis, headache, and fever. A 74-year-old woman presented with left periorbital swelling. In both patients, MRI with gadolinium showed expansion of the bilateral cavernous sinus and diffuse dilatation of the SOV with non-enhancement of central thrombus, which indicated CST. The condition was complicated by brain abscess, meningitis, and ischemic stroke. These conditions were improved by antibiotic treatment, but one patient underwent exenteration of the orbit due to orbital rupture during hospitalization. MR imaging was performed. The contrast-enhanced threedimensional fast spoiled gradient-echo images showed multifocal, irregular filling defects within an expanded, enhanced CS ( Fig. 1A ). The left SOV was dilated in the absence of enhancement ( Fig. 1B ). Both the CS and the left SOV exhibited restricted diffusion (Fig. 1C ). We suspected that the periapical abscess was the primary source of infection of the SOV and CST, and commenced parenteral broad-spectrum antibiotics after tooth extraction. Parvimonas micra was identified on blood culture.
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Follow-up contrast-enhanced T1-weighted spin echo images
[repetition time (TR)/echo time (TE), 600/9.3] showed that the CST was controlled but brain abscesses developed on the left anterior temporal convexity at 7 days after admission (Fig. 1D ). The patient continued to take antibiotics for 1 month and was then discharged.
A 74-year-old female presented with periorbital swelling and is more common (6) . Recently, oral and dental infections have been described as uncommon causes of CST. Infections can extend from the maxillary molar to enter the orbit through the inferior orbital fissure, eventually spreading to the CSs (1).
The organism most commonly isolated from CST patients is
Staphylococcus aureus (69%) (1) . Also, Rhinocerebral mucormycosis and Aspergillus can cause CST in immunocompromised and diabetic patients (7) . Mixed infections involving beta-hemolytic streptococci, other streptococci, and anaerobes, are common in patients with oral and dental infections (1). Actinomycosis rarely extends to the CSs, either direct extension from the ear or sinuses or hematogenous spread may play a role (8) .
The 
